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APPROVED PRACTICE SETTING – ADVANCE
	SECTION 1: INSTITUE INFORMATION

	1.1  Facility Name:
	Facility license number: 

	Address:
	Email:

	Telephone:
	Website:

	1.2 Name of the citation coordinator:

	Telephone:
	Email:

	1.3 Name of facility director:

	Telephone:
	Email:

	1.4 Training policies and procedures index (Roles and responsibilities, Attendance policy, Leave policy, ….etc.) (Attach as an appendix)

	1.5 Current facility Accreditation/Recognition certifications e.g. JCI, ACGME, ISO…etc. (Attach as an appendix) 


	1.6 The terms of reference for the academic body/committee that oversees training experiences at your facility (Attach as an appendix):
· Background: Committee members background and contribution to the academic committee. 
· Objectives:  The committee roles, responsibilities, vision, and mission statements. 
· Methodology: The selection of forming the committee, meetings, ….etc.
· Expertise: The committee members expertise. 
· Reporting: The method of reporting that the committee will be based on outcome. 


	1.7 List the Memorandum of Understanding (MOU) with health professional university (Attach as an appendix)


	1.8 Organizational chart of the training facility, identifying the academic office (Attach as an appendix)


	1.9 Describe the facility current healthcare services provided:


	1.10 Describe list of the associated health facilities involved in training (If applicable) (Attach agreement as an appendix).



	Facility Name 1:
	License Number:
	Healthcare services provided:

	Facility Name 2:
	License Number:
	Healthcare services provided:

	Facility Name 3:
	License Number:
	Healthcare services provided:

	Facility Name 4:
	License Number:
	Healthcare services provided:

	Facility Name 5:
	License Number:
	Healthcare services provided:


	SECTION 2: PROGRAM INFORMATION

	2.1 Training Medical Program (tick all that applies): 

	O Advance: Residency
	O Advance: Fellowship

	2.2 Program Application: 
	

	· New
	· Renewal
	

	2.3 Please provide details on the key faculty of the program. 

	Name: 
	License No.:

	Name: 
	License No.:

	Name: 
	License No.:

	Name: 
	License No.:

	2.4 Please attach the CVs of training faculty mentioned above (Attach as an appendix).

	2.5 Please upload job descriptions for the DIO and Faculty with clear provisions on protected time offered (Attach as an appendix).

	2.6 Please provide details on how the program will ensure that the trainee experiences graded.

	2.7 Please provide a description of evaluation methods used to evaluate trainee’s rotation 

	2.8 Please provide a description of evaluation methods used to evaluate core faculty involved in teaching activities (Attach as an appendix).

	2.9 Please provide a description of evaluation methods used to evaluate academic activities of the program (Attach as an appendix).

	2.10 Provide information regarding the percentage of time core teaching staff members are supervising and/or consulting in the training experience.

	2.11 Human Resources letter stating expected continued institutional support for the program (Attach as an appendix)


	SECTION 3: RESIDENT\FELLOW

	3.1 Describe how the institute will ensure the system availability for residents\fellow for reporting purposes. Explain how the resident\fellow will participate in risk reduction process within the institute.

	3.2 Describe how will the resident\fellow will participate in quality improvement initiatives within the institute. 

	3.3 Provide the resident\fellow leave and vacation plan per specialty.

	3.4 Describe the resident\fellow clinical and educational hours. 

	3.5 Describe the resident\fellow progression pathway, and future career development plan (attach annual eligible residents\fellow for licensing title as per the PQR). 

	3.6 Describe the learning outcomes that resident\fellow will obtain upon completing the program. 


	SECTION 4: BUSINESS CONTINUITY 

	4.1 Describe the institute method of ensuring the financial support to effectively ensure the continuity of the requested program. 

	4.2 Describe the future plan for the institute to develop the requested program over the years. 

	4.3 Describe future plan for interinstitutional and international resident\fellow training (If any).  


	SECTION 5: DECELERATION 

	By signing, I acknowledge the below statements are true and correct: 



	5.1 I declare that I have read and understood all of the information provided in this application. 

	5.2 I give consent for DOH to use this information for any future application made by me. 

	5.3 I authorize DOH to verify any information provided by me. 

	5.4 I authorize DOH to provide all information and documents provided with and/or obtained in connection with this application to all participating institutions for any purpose connected with my application. 

	5.5 I understand that completing this application does not grant/entitle the facility to DOH’s recognition. 

	5.6 I understand that I shall inform and update DOH with any future changes to the application.

	5.7 I understand by singing this document, that the purpose for applying is to educate, enhance, and improve the healthcare professionals in emirate of Abu Dhabi.

	5.8 I understand that by failing to provide the requested information, or to comply with the instructions, may impact the DOH review of the application. Incomplete applications will not be reviewed by DOH.

	5.9 I declare that all information provided in this application and in documents submitted is true and correct.

	SECTION 6: SIGNATURES

	Chief Executive Officer (CEO) 
Name: 
Signature: 

	The Head of Human Resources Department 

Name: 

Signature: 


	Applicant/Coordinator & Title 
Name: 
Signature: 

	Designated Intuitional Officer (DIO)

Name:

Signature:

	OFFICIAL USE

	Action:

Name: 

Title:                                                                                               Date:


Disclaimer: In case of any complains\concerns on any part of the members involved in the program (Facility, Faculty, Residents, …. etc), a report has to submitted to DOH for review. 



Approved Practice Setting – Advance 


Apr 2023
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